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■ Cas6 1:05-cv-01101-HHIK' Document 9-6 

ft€URNC€ STAND Aflf) 

urance Com pany 



Filed 10/05/2Q05 _ /'Page 1 of 2 

Proof of Loss Claim Statement 

Group Life/Accl denial Death Insurance 



4*4 



Return tTifs farm to: 



EM P LOYER/ADMIH 1ST R ATOfl IN STRU CTFON S __ 

Tlio Employer/Admlnlsinaiar must complete PART A In lis entirety. The Beneficiary must compleie The Authorization for Usq In Obleinlng Information 
and PARTS E end C, 

Reliance Standard Life Insurance Company 

Attn: Group Ufa Claims 

P.O. Box 8330 

Philadelphia, PA 19101-0330 

. Phone 1^00-351 -73 00 

In acWIllon lo tha claim form,, the following Items are required: 

1 , Ctarfllted Death Cortlfinale (with raised or colored seal} provfdlng [ho Hnaf cause of death* 

2. Original onrullmenl forma and any subsequent chances, includrng oil beneficiary deslgnaltons. 

3* Payroll records far (wo (2) months prior lo Ihe dars last worked confirming premium deducllon (If (he employee was required to pay any portion of the 

premiums for this Insurance J, 

4. Additional documents are required If ihe beneficiary Is a Minor or an Ealaia-Sec next page for additional Information. 

E. If Accidental Death BenaJllsaro befng claimed, provide any police report, autopEy report and/ar relevant newspaper clippings., 



Any hehfifli payments of $5,000 or mors will ha deposited inlo an RSL AfcS&t Acoourt®- RSL will establish an InierBsi-bssring account for tttih 

Beneficiary and provide him/her whh personalized chocks and access to ilia account. 

■ 

A separate form must ha completed and slgnnd by each Baneflolary. in certain Instances, we may require complain of Ihe Attending Phyalelsn's 
Slalamenr (Pert D}, Also,, on a small number af caaas, additional Informalfon may t>& required, Subrniaalon or the above Information doss- no! waive cur 
right to request addllEonsl mfonnatldn, cr waive any or cur rlolils or defenses, or admli liability, 



E M P LO YER/ADMf NtSTR ATOR 



P¥W* 



1111 



^mj^ar^rneflpdAtfd'resE 

Division Namo and Addrass 



xaa* S. &A„ F A St*3 rf A*Ui*A *23??J*&/ 



&f/f90/ 



TT 



Nam* 





Was Inauranee In EfFecl on 
Pale or Loss? jSfVos L 



a^(a^>y^y/mLTWw 



EllecLlve Oate of -Coverage for 
Employee 



Lire Benefit In Fence 



If No, Termlnalron Date of 
Covorago 



nsuranca Clasa {Refer to Policy 
Schedule of Policy) 



»*g& 



Are Accidental Death Benefits Being Claimed? 



■ 

Salary on Leal Benefit Change Date 
S__ j □ Hrly O 



Stalus of Employee on Date 



J£$ 



Wo Amount Claimed $ 




Employ^Sod^9CL|ri^pi|)flf 



>af e of Death . ^ Employee Oecupalrcn/TIILe/Poslll 



Dale Premium Ptltf To On 

Employee's Be fibit 1 ' 



Date of Lest Salary Increase 



Date ofLssL Benefit Increase ' " 



\ 



?& 



■ i 



Leave 



□ Oihar (Explain) 



■ i 



J L 



Usual Number of Hours Employee 
Worked Per Week 



Dale Employoo Last Worked" Uaual 

Number of Hours 




Employee Was: 

fCheck All That Apply) 



# 



Reason Emplo 



Full-time 
n Parwrme 



jf Claim is For Dopendent, Provide the Fallowing; 



□ Union □ Hourly 

□ Hon- Unfon Salaried 




Return to Work 



i I A 



U "Exempt 



O Commissioned' 



□ Non-Exempt □ Olher [Expl jfn) 



Dependant's Namo end Address 



Social Security Number 



Relationship 



m P LOYE R/AD m WfSTR ATQ R SIGNATURE 



Amount of Benefit 



^iSSf " Wh ? k " owf ?, aly r nd w | th '"f flnt to ,'" Jura ; ^ fra " d or d9 " lva Halloo Standard Life Insu ranco Company, file* a statement of claim 
or eubrnlt^ny Information In conjunctions with a claim containing fraudulent, false, misleading, Incomploto or ^decap |v6 Information 

TOi^^^^^ S tandard Life Insurance Company will cooperate fully W |«i any prosecution and will seek any and all 

Phone Number 



£&> 3¥*~ 33?Jf 



Fan Number * 

^ 




r/A,<lmlnlstra(or Name (Please Print) 




EmpJo; 




Be Sure the Authorization For Use In Obtainfng4nformatlonand Parts B an 



Emafl Address . ^ 

Fnlelra|orS!gnalui^ * pate 



'/ 



*k 



cl C ar© Completed 



EF-1039 



•t 

I 
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PARTB: IWIPORTAWT TAX INFORMATION 



To Bo .C.orn pjfi ted &v ^anaflcai 
Under p-ensllles of perjury, I certify (1} lhat the Social Security Number shown on (his form 
Is my correct Social Security Number or Taxpayer ldenliNcatlon Number and {2) that I em 
nor subjncl to backup withholding ss a result of a failure lo report all Interest or dividends; 

or tha Internal Revenue Senjleo has nollfterf me that \ om no longer subject to bacKup 

^Hhholtllng. (StiFfce- out deuse (2) IF you are currently undor noltficallon ihet you are 
subject to backup wtlhhoFdlng,.) 

By sEgnlng Ibis foml tha beneflclaiy hss reed arid agrees with the terms of the ststement 
as welF es any accompanying lnformftt1on r 



Sarjlal Security Number/Tax SD Number 



*3 ^ S £ q 




Bsnofldary: 



IPflppllto 




6*^ 



Gle r LUte plnnmirm nfifldtran win Ha ussd onlhn R9L AmsI rVcoawfc fl 



Date Shjned (month,. day h year}: 



3 /*?V * 




PARTC: BEN EFICIAftV INFORMATION 



In order to assure prompt processing, please be sure to provfdo (he IMPORTANT TAX INFORMATION ebove, Bo certain the Authorfeatlon for Uso In 
Oblelning Information Is sFgned by the nsxl or kin or anniented representative of tbe deceased. Tha completed and signed claim form along with the 
Cenrnod Dsa1h,CsTtfficale and olhar required Hems should be returned to the EmplDyerJAdfnlnl&trator for submission. IF you are Interested In an optional 
Method of Settlement rather than a lump sum payment, please cents cl us at the address or lefephone number on this fonn for lha pFans that are 
avallabF*. lmportfi.nl: Upon approval of Ibis ctalm, If lha benefit amount Is $5,000 or more, we will deposit lho benefit Inlo an Fnleresl bearing account En 

yaur namo and flrflvfds you with accoas to It. 



Name or Beneficiary 



M<* ^ *tf^ *-A Asbwr'\ M^Ai'pS 



RfclalFcnshFp 

To Employee 



wf-Fe 



Beneficiary 1 * 
Dale of Errth 



o£,fk&fTl 



Address or Beneficiary (Ho., Slreet, C|ty r State) 



ifo? o^ /^7^^-ciold. r^ 



if f*ff 





Nole: M any desionfllad beneficiary Fa deceased, submit that ben eh d pry's cerlifleeta of dealh. if beneficFary Is the Docessod's Estate, provitfe cerliFled 
Lettere of Administration or Lottors Testamentary along wFlh Ihe Estate's Tey ID Number, ir bennflcleny Fs a mFnar r provide ceritfled Letters of 
Gusrdlanshlp for Iho minor's Estate and the minors soctsl security number. The Gusrdlan should sign Pari B (FMPORTAWTTAX INFORMATION) 

above, snd should also sign ^hers Indicated below In his/her cepacFly on boha[fof_the Estate of Ihe Minor, ^ 

List Other Insurance Coverage In Force At Ihe Time of the Tnsured'e Dssfh 



Company 


policy Number 


Effective Date 


Amount of Insurance 


■ 
■ 


. 















Any person who knowFnifjIy and with Fntont to lnJuro r defraud or docolve Reliance Standard Life Insurance Company^ files a statement of claim 

or submits any Fnformation In eonJunctFona with acFslnr. containing fraudulent, falso r misleading, Inooniprelo or deceptive Ir.rjrmaflon 
commits a fraudulent Insurance act r which Is a crime. These actFons will result fn the denial of Ina claim , and are subject to prosecution under 
state and/or federal law. Reliance Standard Ltfe Insurance Cornpnn^wlll cooperate fully wFHi any prosecution end will ese'fc any ^nd e| 
appropriate fogal romcdlas. 



Slgnalure of BunoncJai 



7 r^^MeA/X 




■i i 



fru&H*** Phone No, 




2-OE 



Home Phone No. 

1 ' 1 1 '^^^Fr^^^^^^^^^^^^^^^^^^^^m 



Date 



i i 



r^rmkH ■■'■■ ■ i i ■■■■■■■^■q 



PARTftj ATTENDING PHYSICIAN'S STATEMENT 



Cornptctlon of PART D may hafp to exocdrtg the procossEng and ravFsw of this claim. 

NameorDscessgq 1 



.i 



b.j. L Ji 



Names{syAddross(es) of all phyelctans who trealed Decaasisd 



GauRfi of Death 



Principal Cousa 



Date of Onset 



Oonlrlbullng 
Ceuse 



P^le of Onsot 




\ Attended 

Was deceased unable to work due lo Dinars or Injury prior to dale or tf eath? 

□ Yes DNo 



tfA 



V^ag Pealh Due To: WVVcddanl? n Suicide? □ HomfcWe? 



Name of Pliysfolan {PFeasa Prim) 



wfl 



mr ^ 



ir "Vos" pFaase state date on v/hlch such Illness or Fnjury 
prevanlod Ihe deceased from v^onVlpOj- 



If csussd by accldont, was j| associated with hle/h ar occupalion? P Yes lEfNa 



Address of Physician 






-r «*»». W i T ,owr ? 1 fllir r nd W <h ■"••"* to "tf«™. 1*««i« »t d 9C9 rv a R 6 || arM sfandmnf Llfo lr SU «neo Company, flics A 3 taf»m»r>t of Mm 
™«£ rt f " r ^ ' n ^ r ™ tl0T1 lr ™ "netlQra with a claim containing fffludulonl, false, ^toadlnc, Ineflmplatsord^ptfYfl Information 

s™ ^andKdlTrlS)^ n™« i^, '^ a =^ 6 ^ ,0 « arf 1 fi "* will nosu rt In Iho dor lal of the claim, an d «ro sublet to pr^eeutFon und, r 
a?p"p"S ^ooaT^^ Standard Ufa fnsomr™ Cnmpnny will corporate ftiriy wrcfi any prosecution and v,m MD h nny and all 

Dale 



o3/ a f fd$ 



Phone Number 



( 



1 



Fflfc Number 



.( 



1 



F^hysFclan's S|o.naluro 



Degrao 



EF^1Q5G 



